Type of Business

DATE TIME
Received and entered into the Commonwealth of Massachusetts

records of the Clerk’s Office Town of Wilbraham

TOWN OF WILBRAHAM i ifi
BOOK # PAGE Business Certificate FEE: $40.00

20

TOWN CLERK

In conformity with the provisions of Chapter one hundred and ten, Section five of the General Laws as amended, the

undersigned hereby declare(s) that a business under the title of

is conducted at: Number Unit Street
Business Telephone:
City/Town
Full Name Residence Home Phone Number

Signed (must be signed in the presence of Town Clerk or Notary Public)

signature signature
signature signature
The Commonwealth of Massachusetts 20

Personally appeared before me the above named

and made oath that the foregoing statement is true.

A certificate issued in accordance with this section shall be in force and effect for four years from the date of issue and shall

be renewed each four years thereafter so long as such business shall be conducted and shall lapse and be void unless so renewed.

Note: The issue of this Business Certificate in no way authorizes Expiration Date:
such business to be conducted on or in premises where such
business is prohibited under the Zoning By-Laws.

Town Clerk

Notified:

Zoning Enforcement Officer/Town Planner

Approved for private home office only.




The Commonwealth of Massachuseits
Department of Industrial Aecidents
Office of Invesfigafions
600 Waslington Street
Boston, M4 02111
i, a 55_3:}1';Hr'ﬂ

Workers' Compensation Insurance Affidavit: General Businesses

Applicant Information

Please Print Legibly

Business/'Orgamization Name:

Address:

City/State/Zip:

Phone #:

Are you an emplayer? Checl: the appropriate box:
1.[] I2m aemplover with emplovess (full and

oF part-tma)
2.[] Iam a sole proprietor or parmership and have no
amplovess working fior me in any capacity
[Io workers” comp. mesurance ragquired]
[] We are a corporation and its officers have exercised
thelr right of exempiow per ¢ 152, 51047, and we have
no emploveas. [Mo workers' comp. insurance required]*
We are a non-profit organization, staffed by volontears

L

4[]

with o employees. Mo workers” comnp. insurance req.]

Busine:: Type (required):
5. [] Remil
. [] Restaurany Bar/Eating Establishment
7. [ Office and'or Sales (incl. real estate, auto, efc)
g. [ Mon-profir
2. [] Entertainmens
10.[] Manufacturing
11.[] Health Care
12.[] Other

L=

* A=y applice=s thet checks box #1 zomst alio Sl out the section balow skownzg thatr workers’ compezsaton policy infommaticz
#8415 the corporate officars have soampeed themsabvas. bt the corporaticn bas other employess. a workers' compessetion palicy is requirsd and suck an

orgamizaiton shonld chack box £1

Tam an employer thar is providing workers” compersanon insurance for my employess. Below is the policy informanion.

Insurance Comypany Mame:

Insurar’s Address:

Ciry/Srare/Zip:

Policy # or Self-ins. Lic. #

Expiration Diare;

Aftach a copy of the worler:” compensation policy declarafion page (showing the policy number and expiration date).

Failare to secure coverage as required vmder Secton 234 of MGL c. 152 can lead to dee mpositon of criminal penalties of a
fine up to 31500000 and'or one-year nnprizonment, a3 well as civil penalmes in the form of 3 STOP WORE OEDEE. and a fine
of up o 3250.00 & dav against the violator. Be adwvized that a copy of this statament may be forwarded to the Office of

[mvestigations of the DIA for insurance coverags verification.

Ido hereby certffl, under the pains and penalifes of perjury thar the pformamon provided aboave is frie and correct.

Siznamre:

Diate:

Fhone #

City or Town:

Izyuing Anthoricy (circle one):

6. Other

Contact Perzon:

Qfffcial use only. Do noi write in this area, fo be complesed by city or fovm afffeial

Permit/License &

1. Board of Health 1. Building Department 3. CitvTown Clerle 4. Licenzing Board 5. Selectmen’s Odfice

Phone =:

TR R 5 3T '




